When comparing the relative effectiveness of different psychological treatment approaches using clinical trials, it is essential to establish fidelity to each manualized therapy, and differentiation between the treatment arms. Yet few psychological therapy trials include details about the assessment of treatment integrity and little is known about the specific techniques used by therapists, or to what degree these techniques are shared or distinct across different therapeutic approaches. The aims of this study were to (a) establish the fidelity of two established psychological therapies, cognitivebehavior therapy (CBT) and short-term psychoanalytic psychotherapy (STPP), in the treatment of adolescent depression; and (b) examine whether they were delivered with adherence to their respective treatment modalities, and if they could be differentiated from each other and from a reference treatment (a brief psychosocial intervention; BPI).
According to the most widely accepted hierarchy of evidence for the evaluation of healthcare outcomes (Oxford Centre for EvidenceBased Medicine, 2009), randomized controlled trials (RCT) are highly rated because of their capacity to minimize potential bias in the estimation of treatment effects. However, RCTs are not without their limitations; for instance, they do not tell us about the process of how treatments exert their effect, which can limit the degree to which their findings can help develop more effective therapies. Therefore, although RCTs are important in establishing the evidence base for treatments, they cannot provide the answer to all clinically meaningful questions (Westen, Novotny, & Thompson-Brenner, 2004) .
For RCT findings to be valid, it is essential to establish that the relevant interventions are delivered as planned and that there are meaningful differences between the intervention(s) being tested. Although this is relatively straightforward to establish in a trial comparing two drug treatments, for example, it is more complicated when comparing types of psychological therapy. These complex interventions depend on the skills and training of each clinician, so it must be established that these interventions are delivered as intended. To address these issues, high-quality trials of psychological therapies require that interventions are manualized, so that the key principles of each intervention are described in enough detail to be replicated (Ogrodniczuk & Piper, 1999) . But in itself, providing a treatment manual is not sufficient without a process to assess that treatments are delivered as intended (Leichsenring et al., 2011) . This process is known as establishing "treatment integrity." Treatment integrity comprises two key components: treatment fidelity and treatment differentiation. A therapist delivering a treatment as intended by its manual is an indication of treatment fidelity, whereas treatment differentiation is indicated by the treatments being sufficiently distinct from each other in the techniques used (Perepletchikova, Treat, & Kazdin, 2007) . Establishing treatment fidelity and differentiation between treatment arms is an essential validity step in determining the relative effectiveness of different treatment approaches (Perepletchikova & Kazdin, 2005; Sharpless & Barber, 2009) , which is the key objective of most RCTs. Failure to demonstrate treatment integrity makes it difficult to establish whether or not findings are the result of poorly operationalized treatments (Bhar & Beck, 2009) . Treatment integrity has also been linked with better clinical outcomes (Katz & Hilsenroth, 2017) . If a study fails to establish treatment differentiation, internal validity is compromised because similarity in outcomes of trialed treatments may be the result of unintentional overlap in therapeutic techniques. As such, findings cannot be interpreted as evidence for equivalence of outcomes (Bhar & Beck, 2009) .
Although the importance of treatment integrity in psychotherapy trials has been recognized (Perepletchikova et al., 2007) , most RCTs have failed to adequately describe or evaluate it (Amole et al., 2017; Bhar & Beck, 2009; Perepletchikova et al., 2007) , the reasons for which include (a) a lack of standardized procedures to assess treatment integrity and (b) insufficient funds to meet the demand on resources required to ensure integrity, as such ratings are laborintensive and costly. However, there are substantial benefits to using process measures to assess treatment integrity. Rating therapy sessions using validated measures of treatment intervention provides opportunities to explore therapeutic processes used by therapists. Researchers have proposed a number of possible mechanisms of therapeutic change (Webb, DeRubeis, & Barber, 2010) , including common factors, that is, elements of treatment that are shared across most or all therapeutic modalities, and specific factors, that is, those core, theoryspecific techniques that are prescribed for a particular treatment modality (Castonguay, 1993; Castonguay & Holtforth, 2005) .
Research comparing therapeutic processes has tended to focus on the techniques that differentiate treatments. For instance, two review papers found seven distinctive features of shortterm psychodynamic psychotherapy (STPP; Blagys & Hilsenroth, 2000) and six distinctive features of cognitive-behavioral therapy (CBT; Blagys & Hilsenroth, 2002) . These distinctions were replicated in a recent study that used the Comparative Psychotherapy Process Scale (CPPS; Hilsenroth, Ackerman, Blagys, Baity, & Mooney, 2003; Hilsenroth, Defife, Blake, & Cromer, 2007) to compare the techniques used by master therapists from cognitive-behavioral and psychodynamic orientations (Pitman et al., 2017) . In that study, psychodynamic therapists focused on the patients' emotional and relational patterns, whereas CBT therapists took a more active stance, such as offering advice, providing psychoeducation and teaching techniques for coping with symptoms.
Far less is known about the therapy techniques shared across modalities. It is possible that different therapeutic approaches share core features, while also having their own distinct characteristics. Much of the literature on common factors has focused on therapists' interpersonal skills and the relationship between therapist and patient (Wampold, 2015) , rather than the specific techniques used by therapists across modalities. However, as therapies develop, techniques may migrate from one modality of therapy to another, or may be shared by different modalities, but referred to and described in different ways. Shared therapeutic techniques may help to explain recent meta-analyses demonstrating equivalent outcomes from different types of therapy for depression in adults (Marcus, O'Connell, Norris, & Sawaqdeh, 2014) .
Context for the Current Study
The data reported in this paper were collected as part of the "Improving Mood with Psychoanalytic and Cognitive Therapies" RCT (IMPACT; . The trial assessed the clinical and cost effectiveness of CBT and STPP, compared with a control treatment, a brief psychosocial intervention (BPI), in the treatment of adolescents with moderate to severe unipolar depression. The planned duration of the treatments were 12, 20, and 28 sessions in the BPI, CBT, and STPP arms respectively. Although CBT and STPP are established models of therapy, the BPI intervention evolved from nonmanualized clinical care used in a previous trial that formalized clinical care to be practiced by child psychiatrists and nonmedical specialists in a specialist Child and Adolescent Mental Health Services (CAMHS) setting (Goodyer et al., 2007; Kelvin, Wilkinson, & Goodyer, 2009 ). In the IMPACT trial, no significant differences were found in clinical or cost-effectiveness between the three interventions approximately 1 year after the end of treatment (see Goodyer et al., 2011 . Treatment manuals provided clinical guides and described core principles, treatment procedures, and interventions, based on the underlying theoretical model, rather than giving prescriptive instructions (Cregeen, Hughes, Midgley, Rhode, & Rustin, 2016; IMPACT Study CBT Sub-Group, 2010; Kelvin, Dubicka, Wilkinson, & Goodyer, 2010) . The IMPACT study provided an opportunity to investigate the techniques used by therapists in the three treatment arms. Treatment integrity and differentiation of the interventions were reported briefly in the main study report . The aim of this paper was to describe in more detail the distinct and shared therapy techniques used in each of the named three treatment arms. Specifically, we aimed to address the following research questions.
1. To what degree did CBT and STPP therapists use procedures identified as characteristic of their own therapy modality (i.e., treatment fidelity)? 2. Did CBT and STPP treatments differ from each other and from the control condition (BPI) along critical dimensions of thera-pist technique (i.e., treatment differentiation)? 3. Among techniques considered to be part of their own conceptual model, which techniques were most or least commonly used in CBT and STPP, and were some specific techniques shared or distinct between therapists offering BPI, CBT, and STPP?
Method Design
Therapists and young people in the IMPACT study agreed to their therapy sessions being audio-recorded for research purposes. A sample of therapy-session audio recordings were rated using the CPPS (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 to assess treatment fidelity, and for this study, we drew on these data to address the research questions outlined above. In addition, young people completed a battery of measures before, during, and after treatment, which the results of which are not reported here. The IMPACT study protocol was approved by the Cambridgeshire 2 Research Ethics Committee (Reference 09/H0308/137).
Sample
A sample of 230 tapes (76 CBT tapes, 81 STPP tapes, and 73 BPI tapes) were randomly selected from the available session recordings across the entire study and stratified by modality and timing (early or mid-late). Early sessions were those in the first third of the planned treatment (N ϭ 114); mid-late sessions were those in the middle or last third of the planned treatment (N ϭ 116). The slight difference in the number of sessions rated in each arm was not deliberate, but arose because of the number of tapes available by treatment arm and site, with slightly more tapes being available for the STPP arm of the study.
The 230 sessions used in this study were selected from the treatment of 139 patients. For 91 patients, early and mid-late sessions were rated, and for the remaining 48 cases, one session each was rated (24 early sessions; 24 midlate sessions). The sample consisted of sessions from 27 BPI, 26 CBT, and 27 STPP therapists who had a mean of 2.9 therapy sessions rated.
Therapists had training in one of the three modalities, therefore, did not crossover between treatment arms.
The average age of the adolescents in this sample was 15.66 (SD ϭ 1.57); 70% were girls, similar to the overall IMPACT sample, so our subset was representative of the full IMPACT sample in terms of age and gender. The average number of therapy sessions attended for the cases in the sample were 10.67 (SD ϭ 6.06), 11.46 (SD ϭ 5.49), and 17.77 (SD ϭ 8.74) in the BPI, CBT, and STPP arms respectively. This is somewhat higher than the mean number of sessions attended by young people in the study overall, likely to be the result of randomly selecting sessions, so that patients with more sessions had a higher chance of having their sessions selected.
Instrument: Comparative Psychotherapy Process Scale-External Rater Form
The CPPS assesses the degree to which a therapist uses general techniques of CBT and/or STPP (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 . CPPS items (shown in Table 1 ) are rated on a 7-point response scale, ranging from 0 (not at all characteristic) to 6 (extremely characteristic). The 20 items form two distinct subscales: PI and CB. The psychometric properties of the CPPS have been well-established in studies with adults (Goldman, Hilsenroth, Owen, & Gold, 2013; Hilsenroth et al., 2007) .
In the IMPACT trial, the CPPS was used to assess treatment fidelity in the CBT and STPP arms. BPI sessions were also rated on the CPPS to assess if BPI could be differentiated from CBT and STPP sessions. The CPPS was not expected to capture specific techniques used by BPI therapists, therefore an additional measure was used to rate fidelity to the BPI model. The development and results of the application of a new BPI-specific measure (BPI-S) has been reported elsewhere . The present article focused on the data collected using the CPPS, allowing comparison of techniques across the three treatment modalities.
As this was the first study to use the CPPS (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 with an adolescent population, there were no predetermined cut-offs established for adherence. Based on discussion with the manual leads, using their clinical judgment and knowledge of the treatment models, it was predetermined that sessions would be judged to be adherent to the CBT model if the total mean score for items on the CB subscale of the CPPS was Ն2, indicating that the use of CB techniques was at least somewhat characteristic of a session. The same criteria was applied to sessions, with average ratings Ն2 on the PI subscale being considered adherent to the STPP model. Seven postgraduate psychologists, blind to treatment allocation, rated the selected sessions using the CPPS. Raters received approximately 30 hr of training, until they demonstrated high interrater reliability. Raters, who were not clinicians and had no specific allegiance to any treatment arm in the study, listened to the entire session before coding. All tapes were double rated for the purpose of reliability and to improve the precision of the estimate for each tape. An intraclass correlation coefficient (ICC) was calculated to evaluate reliability between the double ratings. An average measure ICC of 0.83 on the PI subscale and 0.88 on the CB subscale indicated good reliability on both subscales (Fleiss, Levin, & Paik, 2004) . As the double ratings were deemed reliable, the two ratings for each session were averaged and the average scores are used for the analyses in this study.
Statistical Analysis
Statistical analyses were conducted in R Version 3.3.2 (R Core Team, 2016) and figures were created using the ggplot2 package (Wickham, 2009 ). We tested the effect of timing (early vs. mid/late) using mixed effects models with random intercepts for participants and therapists. We found no evidence for an effect of time (early or mid/late) on scores on the subscales, or on scores on the individual CPPS items. Therefore subsequent analyses were conducted without including terms for time.
To assess treatment fidelity, summary statistics of the two subscales (CB and PI) of the CPPS were determined for each treatment modality. To assess treatment differentiation, scores on the CB and PI subscales were compared using linear mixed effects models with random intercepts for therapists and participants, and fixed effects for treatment arms. The following hypotheses were tested.
Hypothesis 1: STPP sessions should be lower than CBT on the CB subscale.
Hypothesis 2: CBT sessions should be lower than STPP on the PI subscale.
Hypothesis 3: BPI sessions should be lower than CBT on the CB subscale, and lower than STPP on the PI subscale.
Descriptive statistics were calculated to assess which techniques, considered part of their own conceptual models, were most or least commonly used in CBT and STPP. To assess whether some specific techniques were shared or distinct between therapists offering the three therapies, for each of the 20 items on the CPPS (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 , mixed-effects models were used to test treatment-arm differences. As before, treatment arms were included as fixed effects and therapists and participants were included as random effects. These analyses were exploratory, so no hypotheses were tested.
Results

Research Question 1
Based on the CPPS ratings, 74% of the CBT sessions had a score of Ն2 (somewhat characteristic) on the CB subscale and could therefore be considered adherent to the CBT model. A total of 80% of the STPP sessions had a score of Ն2 (also somewhat characteristic) on the PI subscale and could therefore be considered adherent to the STPP model (see Table 1 ). For the purposes of comparison, the BPI fidelity assessment revealed that, based on the BPI-S ratings, 81% of the BPI sessions were rated 2 or above on two of three core items and four of eight items in total, so could be considered adherent to the BPI model .
Research Question 2
Box plots of the mean scores for each domain of the CPPS (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 for the three treatments are shown in Figure 1 . Corresponding summary statistics are presented in Table 2 and model estimates are shown in In some sessions, therapists appeared to employ techniques typically associated with a treatment other than the therapist's specialty. Table 2 illustrates the mean score on the CB and PI subscales for each of the three treatments. 20% of CBT sessions had a mean rating of 2 or above on the PI subscale of the CPPS (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 , indicating that PI techniques were somewhat characteristic of a minority of CBT sessions. By contrast, none of the 81 STPP sessions were considered as using CBT techniques at a somewhat characteristic level. 29% of BPI sessions were rated 2 or above on the CB subscale of the CPPS, indicating that in a minority of BPI sessions, CB techniques were used at a somewhat characteristic level. Some BPI sessions (18%) were rated 2 or above on the PI subscale of the CPPS, indicating that PI techniques were somewhat characteristic of a minority of BPI sessions. Note. CPPS ϭ Comparative Psychotherapy Process Scale; BPI ϭ brief psychosocial intervention; CBT ϭ CognitiveBehavioral therapy; STPP ϭ short-term psychoanalytic psychotherapy; subscale scores of Ն2 are considered adherent to the CB/PI subscales.
Research Question 3
Figures 2 and 3 show the frequency distributions of individual CB and PI items for the three treatment arms, and Table 1 shows the average ratings for each item for each treatment arm. This indicates that for STPP the most commonly used techniques from the PI subscale were Item 8 ("The therapist encourages the patient to experience and express feelings in the session"), Item 13 ("The therapist suggests alternative ways to understand experiences or events not previously recognized by the patient"), Item 16 ("The therapist allows the patient to initiate the discussion of significant issues, events, and experiences"), and Item 1 ("The therapist encourages the exploration of feelings regarded by the patient as uncomfortable"). The items on the PI subscale that were used the least in the STPP sessions (i.e., had an average rating below 2) were Item 4 ("The therapist links the patient's current feelings or perceptions to experiences of the past"), Item 5 ("The therapist focuses attention on similarities among the patient's relationships repeated over time, settings, or people"), Item 10 ("The therapist addresses the patient's avoidance of important topics and shifts in mood") and Item 19 ("The therapist encourages discussion of patient's wishes, fantasies, dreams, or early childhood memories").
For CBT sessions, among the techniques on the CB subscale, the three most used techniques were Item 15 ("The therapist provides the patient with information and facts about his or her current symptoms, disorder, or treatment"), Item 3 ("The therapist actively initiates the topics of discussion and therapeutic activities"), and Item 20 ("The therapist interacts with the patient in a teacher-like manner"). The items on the CB subscale that were used the least in the CBT sessions were Item 12 ("The therapist focuses discussion on the patient's future life situations"), Item 17 ("The therapist explicitly suggests that the patient practice behavior(s) learned in therapy between sessions") and Item 18 ("The therapist teaches the patient specific techniques for coping with symptoms"). Model estimates are presented in Table 4 , which compare the therapist techniques by treatment arm. Three techniques were commonly used in all three treatments (i.e., median rating Ն2; Figure 3 ). All three were items on the PI subscale: Item 8 ("The therapist encourages the patient to experience and express feelings in the session"), Item 13 ("The therapist suggests alternative ways to understand experiences or events not previously recognized by the patient") and Item 16 ("The therapist allows the patient to initiate the discussion of significant issues, events, and experiences"). It is not surprising that although they were used in all three therapies, they were substantially more characteristic of STPP sessions than CBT or BPI sessions.
Three further techniques from the PI subscale were also substantially more characteristics of STPP sessions than BPI or CBT sessions. These were Item 1 ("The therapist encourages the exploration of feelings regarded by the patient as uncomfortable"), Item 7 ("The therapist focuses discussion on the relationship between the therapist and patient") and Item 14 ("The therapist identifies recurrent patterns in patient's actions, feelings, and experiences").
Four techniques were more evident in CBT than in STPP or BPI sessions: Item 6 ("The therapist focuses discussion on the patient's irrational or illogical belief systems"), Item 9 ("The therapist suggests specific activities or tasks"), Item 11 ("The therapist explains the rationale behind his or her technique or approach to treatment") and Item 20 ("The therapist interacts with the patient in a teacher-like [didactic] manner").
No techniques on the CPPS (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 were specific to BPI. However, three CB techniques were commonly used in both BPI and CBT sessions. Item 3 ("The therapist actively initiates the topics of discussion and therapeutic activities") was about equally characteristic of CBT and BPI sessions, whereas Items 15 ("The therapist provides the patient with information and facts about his or her current symptoms, disorder, or treatment") and 20 ("The therapist interacts with the patient in a teacher-like manner") were significantly more characteristic of CBT sessions than BPI sessions, yet were also characteristic of BPI sessions. Overall, although there were some shared techniques between the three treatments, BPI and CBT appeared to be more similar to each other than to STPP.
Discussion
Despite decades of psychotherapy research we do not know what components of therapy are associated with the improvements they seek to bring about. This study aimed to evaluate treatment fidelity for two established psycho- Note. CPPS ϭ Comparative Psychotherapy Process Scale; CB ϭ Cognitive-Behavioral; PI ϭ PsychodynamicInterpersonal; BPI ϭ brief psychosocial intervention; STTP ϭ short-term psychoanalytic psychotherapy; random-intercept variance estimates not shown; reference group ϭ BPI. logical therapies (CBT and STPP) and treatment differentiation between these approaches and a reference treatment, BPI. In addition, the study aimed to explore which therapeutic techniques captured by the CPPS were used most and least in each of the therapies, and to identify shared and distinct techniques used by therapists working with depressed adolescents in each treatment. There was a relatively high level of fidelity to the models by therapists in each arm of the study, with 80% of STPP and 74% of CBT sessions rated as adherent to their respective models. In addition, treatment differentiation was established between all three treatment arms, as STPP and CBT sessions were significantly differentiated from each other, and from BPI.
Average scores on the CPPS were relatively low, on both the CB subscale for CBT sessions (M ϭ 2.49) and the PI subscale for STPP sessions (M ϭ 2.64). Thus, for items on the respective subscale for both treatments, on average, techniques were used at a 'somewhat characteristic' level. These ratings are lower than some previous studies using the CPPS to assess psychodynamic and cognitive-behavioral therapies for adults (e.g., Hilsenroth et al., 2003; Slavin-Mulford, Hilsenroth, Weinberger, & Gold, 2011) , but fits with findings from a recent study of therapeutic techniques by master therapists from the American Psychological Association PsychTHERAPY database (Pitman et al., 2017) . Pitman et al. (2017) found comparable mean ratings to the current study for CBT therapists on the CB subscale (M ϭ 2.64) and psychodynamic-relational therapists on the PI subscale (M ϭ 2.83) and argued that these findings reflect that master therapists do not utilize a "more is better" approach with regard to therapeutic techniques (p. 162). This may reflect that therapists adapt their approach according to the patients' presenting problems, characteristics and engagement; in line with the flexibility encouraged in the IMPACT treatment manuals. Therapists working with depressed adolescents may also use a lower intensity of the techniques on the CPPS, a measure that was originally developed to assess psychotherapy with adults. Much of the literature on therapy with adolescents (e.g., Briggs, 2002; Verduyn, Rogers, & Wood, 2009 ) emphasizes the importance of responsiveness to the developmental and therapeutic needs of the young person, over rigid adherence to any particular model of therapy.
The findings regarding the most and least used items in CBT and STPP were broadly as expected, but produced some unexpected findings. For STPP, the most characteristic features were all from the PI subscale, suggesting that the model as practiced in the UK. by child and adolescent psychotherapists working with depressed adolescents is still quite faithful to a psychodynamic approach. The low use of CB items by STPP therapists indicates psychodynamic therapy in this context has incorporated few techniques typically associated with CBT. Nevertheless, it is noticeable that STPP therapists focused less on certain classical psychoanalytic features, such as exploration of dreams and fantasies, the past and repetitive patterns in relationships, than on working with the adolescent's current preoccupations and helping them to express and understand their feelings and experiences. In a time-limited psychoanalytic model of working with adolescents this suggests there may be less emphasis on exploring the past and more focus on working in the here and now, especially around expression of emotions.
The most commonly used techniques by CBT therapists were the therapist providing information about the patients' difficulties and treatment, initiating the discussion and interacting in a teacher-like manner. Comparatively less commonly used techniques by CBT therapists were focusing on the adolescents' future life situations, teaching coping techniques, and suggesting the adolescent practice behaviors between sessions (although this was more evident in CBT than in BPI or STPP sessions). It is interesting that these techniques were not used more, as they have been considered fundamental to the CBT approach (Beck, 1995) . This may again reflect the pragmatic adaptation of therapies to the needs of adolescents, some of whom may for example experience 'homework' as frankly aversive. Other techniques that were specific to CBT were that the therapist focused on distorted cognitions and explained the rationale behind the treatment approach. These techniques fit with the expected collaborative stance of a CBT therapist, evidenced by instruction and information-giving by therapists while also explaining the rationale and allowing the patient to initiate discussion of topics. However, this contradicts, to some extent, the predominance of a didactic approach in the CBT sessions, which may reflect the more educative components of CBT, or could result from depressed adolescents needing more active therapist instruction in response to the lack of motivation and self-efficacy that can be characteristic of depression.
It is interesting that a substantial minority of CBT sessions utilized techniques from the PI subscale, such as encouraging expression and experience of affect, suggesting alternative ways of understanding experiences, and allowing the patient to initiate discussion. Despite being considered PI techniques on the CPPS (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 , these would be considered legitimate CBT techniques within the IMPACT CBT manual and in CBT practice generally with young people in the UK.
There were no techniques on the CPPS specific to BPI, but this was unsurprising as the CPPS was not designed to capture unique features of BPI. Given the promising outcomes for BPI in the main trial, future studies should examine what techniques are uniquely characteristic of BPI, using measures developed specifically for this approach. BPI included slightly less of an emphasis on giving explicit psychoeducation and advice than CBT, with a greater divergence noted for Item 18, "Teaches the patient specific techniques for coping with symptoms." This is of interest because psychoeducation is considered one of the key features of the BPI approach. However, the BPI therapists were tasked with avoiding techniques core to CBT or STPP so to keep "clear blue water" between the three interventions. This may explain the relatively lower scores for CPPS items examining psycho-education.
This study provides a glimpse into shared components across different theoretical orientations in the treatment of adolescent depression. There were three techniques characteristic of BPI, CBT and STPP. These were that (a) the therapist encourages the patient to experience and express feelings, (b) suggests alternative ways to understand experiences or events not previously recognized by the patient, and (c) allows the patient to initiate the discussion of significant issues, events and experiences. Interestingly, in Pitman et al.'s (2017) study, they found that third-wave CBT therapists used significantly more PI techniques than "classical" CBT therapists and incorporated areas outside of the classical CBT model, focusing more on the patients' emotional expression and exploration compared with traditional CBT therapists. Similarly, "Allowing patients to explore and understand their difficulties" appeared to be a core technique shared across the three arms in the present study. Although all three shared items belonged to the PI subscale of the CPPS, these items would not be considered as a violation of the BPI or CBT approaches in the IMPACT study. Meta-analytic studies of adolescent psychotherapies highlight the importance of care that is founded on interpersonal effectiveness, warmth and trust leading to a therapy that is a collaborative experience between the therapist and patient (Weisz, Jensen-Doss, & Hawley, 2006) . It is perhaps unsurprising that basic clinical engagement items such as encouragement of emotional exploration, and a general helping stance were shared between the interventions. These are likely to be primary ingredients of building a therapeutic alliance with depressed adolescents, and should no longer be considered exclusive to a psychodynamic model. This may indicate that a focus on encouraging emotional expression, which may classically have been considered characteristic of psychodynamic therapies, is now a generic feature of a range of therapies. The IMPACT trial found equivalence of outcomes between the three treatments , and it is possible that these shared techniques may reflect some of the important helping aspects of therapy. We cannot say this from the current study, but will be an intriguing line for future enquiry.
BPI and CBT were found to be more similar to each other than to STPP, as there were shared items between BPI and CBT that were not shared with STPP. These were all items on the CB subscale, which related to the "therapist actively initiating the topics of discussion and activities," "provides the patient with information and facts about their symptoms, disorder or treatment," and "interacts with the patient in a didactic manner." These items essentially represent a more active, directive stance, demonstrating overlap between BPI and CBT, emphasizing activation and problem solving, using a more directive, active approach to treatment.
Strengths and Limitations
The strengths of this study are it provides an insight into the techniques typically used by therapists working with depressed adolescents, an area which little is known about. However, we note several limitations. As the sessions were randomly sampled, the selected sessions were from therapies that had longer duration than the average treatment, so the techniques identified in this study may be more typical of therapies where the young person had a longer engagement in treatment. This study used the CPPS (Hilsenroth et al., 2003 (Hilsenroth et al., , 2007 , which was not developed from the treatment manuals used in the IMPACT trial, and had not previously been validated with an adolescent population; rather, the CPPS represents a prototype of CBT and psychodynamic treatment based on an empirical review of studies of therapy with adults, mostly in North America. There may be differences in how these therapies have developed in the UK, and how they may have been adapted to this developmental context. Although we were concerned that the use of audio, rather than video tapes, might limit our capacity to rate elements of the therapy (such as affect focus), we did not find this to be the case. However, by focusing only on techniques captured by this measure, it remains unknown whether there is a further set of components of care not articulated by the CPPS, specific to this context and that may contribute to the efficacy of the treatments. The CPPS also captures only the adherence aspect of treatment fidelity, which does not allow for a consideration of how well or how effectively (that is, how competently) the techniques were used.
Conclusion
This study demonstrates that therapists offering CBT or STPP to depressed adolescents, as part of an RCT in the UK, were able to deliver the respective therapies with relatively good levels of fidelity to the general features of cognitive-behavioral and psychodynamic therapy respectively. The techniques used by the CBT and STPP therapists could be differentiated from each other, and from a reference treatment, BPI. Closer inspection at an item level identified some variation in which techniques from their own therapeutic approach were more or less commonly used by CBT and STPP therapists, and identified shared techniques across the three treatment arms. Some techniques, such as helping adolescents to express their feelings, may have traditionally been associated with a psychodynamic approach, are now a common element of a range of therapies with depressed adolescents. Further work is needed regarding the validation of the CPPS measure in the context of psychotherapy for young people, and outside of North America. It will also be important to complement studies of this sort with ones that focus on the client's own experiences of therapy. As the CPPS measures only the use of techniques, it will be important for future studies to focus on the quality of therapist actions (i.e., competence), as well as to explore possible associations between shared or unique treatment techniques and outcomes. This could help to throw light on the primary outcomes of the IMPACT study itself (i.e., no significant differences in outcome between the different treatment arms), in particular whether more effective psychological therapies are dependent on the use of shared features, or whether there are unique pathways to change in different modalities of psychological therapy.
